makes about its own endeavours.
In this paper I will attempt to suggest that psychiatric research in this region is in a healthy state, in terms of its quantity, quality and international penetration, and that it has both survived and advanced after achieving a degree of self-reliance.
There are some who challenge the utility of undertaking research in this region, arguing that funds should not be committed to inquiries that are much more likely (as a consequence of better resourcing) to be resolved by overseas researchers, or that regional researchers are generally engaged in derivative activities or, worse still, that researchers are merely being provided with occupational therapy. Many have put opposing views, including Saint [2] who both asserted that there "is most decidedly a uniqueness and clear identity about Australian medicine and medical research" and noted regional achievements in "the international league of biomedical scholarship". For psychiatric research more specifically, a number of arguments favouring regional activity can be put.
Firstly, such research advances academic standards. A research psychiatrist is obliged to review the field critically, to consider and formulate hypotheses, to consider ways in which propositions have been or might be examined, and to integrate new information with the established data bank. Additionally, the researcher may be required to develop expertise of a technical nature (and the new technologies emerging in biological psychiatry provide a good example).
Secondly, as a consequence of that specializing process, the research-trained psychiatrist is potentially a better teacher after developing an in-depth awareness of both theoretical and practical research issues.
Thirdly, and again as a consequence, there is the capacity to advance clinical care, be it from fundamen-tal or applied research. Let me give three examples illustrating broadly differing ways in which psychiatric research has advanced clinical practice, two of them parochial. The first, and perhaps the most obvious, is the introduction of lithium carbonate by John Cade, in that major clinical improvements and cost-benefits have been achieved for the treatment of manic-depressive illness as a consequence. The second is the Quality Assurance Project that was undertaken in Australia with the support of the College, whereas a similar endeavour was strangled at birth in North America. While individual members or special interest groups in the College have, and continue [3] to object to component parts of the broad guidelines, the publications have provided an opportunity for clinicians to examine recommended treatments critically, and therefore to modify their own current practice, while trainees have been given a comprehensive set of guidelines providing them with a much firmer educational structure. The third example is offered to suggest how rapidly research-based information can change clinical practice. When I was training in psychiatry in the early seventies, agoraphobia was a rarely seen disorder (at least in clinical practice), certainly rather ineffectively treated and an obscure one to the neophyte. I have vague memories of being told that agoraphobics were invariably females who handled their murky fantasies of wishing to be raped by avoiding going out in the streets, and that their therapy involved protracted psychotherapy, a somewhat bizarre strategy as it was hard to imagine how agoraphobics might get to the psychotherapist if they could not get to the supermarket. In the last few years we have come to recognize that it may be particularly useful to distinguish between endogenous and exogenous forms of anxiety, as the former (panic disorder) fulfils many of the criteria of a biological disease, even to the extent that some of its pre-morbid manifestations may be differentially susceptible to drug treatments. The rapidity with which that information has been taken up by the practising psychiatrist is, while undeniably a special case, evidence of the utility of clinical research.
A fourth argument in favour of research is that psychiatry is a medical discipline and, therefore, should show an obligation to scientific method, to research, and to the attendant intrinsic philosophies or principles, a view put well by Maddison [4] . The extent to which regional psychiatric research addresses this principle defines the extent to which our clinical discipline relates to the practice of medicine generally as against relating more to the grey and fuzzy alternative therapies, where practitioners form sects, espouse mythologies and evaluate by remembering only their improved patients. In North America, at least, faculty in academic departments of psychiatry compare poorly to those in other medical disciplines in terms of specialized research training and commitment to clinical research [5], but whether clinical and teaching demands "crowd out" research or are an excuse remains unclear.
A fifth, less worthy factor, is that regional psychiatric research has the capacity to focus overseas attention. In the past, regional psychiatric theorizing and practice have tended to adopt a derivative and dependent position in relation to broad British and American influences. I have previously argued [6] that our distance from those regions and our positioning between two broadly differing approaches (at least then) might be advantageous in our generating a pluralistic style. I am not suggesting that regional psychiatry should be so quaint or different that it might, like Crocodile Dundee, attract the attention of the world for specious or less worthy reasons, but more that it might allow the universality of concepts and propositions to be examined and explored at some distance from the fiefdoms and power bases of those who proselytize without fear of domestic challenge.
If such arguments for regional psychiatric research are accepted, what threats does it face in the near future? As noted, financial constraints on universities and other research resources will encourage the general development of a variety of processes to assess and maintain standards. While local suggestions for monitoring and evaluating academic research have been put , [7] , let us examine an overseas system that has actually been implemented. Sir Peter SwinnertonDyer, Chairman of the British University Grants Committee (UGC) was brought to Australia in 1986 by the Australian Vice-Chancellors' Committee, and it is of interest to examine the strategy advocated and implemented by the UGC. In 1983, after two rounds of savage cuts, the UGC decided to introduce a funding process that was reasonably transparent and detailed. It was designed to be inegalitarian, in that they wanted to maintain excellence and to let the not-so-good institutions suffer.
They considered whether they should assess teaching and/or research. There are a number of so-called performance indicators for teaching but the UGC decided that there were cogent arguments against all and, more importantly, any variation between institutions on teaching parameters should be minimal. I am unaware of evidence for their latter judgment but their assumption, as given by their Chairman, is that "any academic ought to be able to resolve to give a good lecture" [8] . They elected then to rank university departments on the basis of their research, after considering and rejecting questionnaires and a number of other performance indicators. What they did was simple, so simple that it may be readily adopted in this region. Firstly, they allowed each department to make its own case -but on no more than three pages of A4
paper. Secondly, they ignored lists of publications, and asked only for each department to list those five publications in the last five years on which it would be content to have its research quality judged (with the UGC believing that if all five were intellectually undistinguished, then there was no need to inspect the rest of the department's bibliography). Thirdly, they examined each department's success with research funding and contract research, and their number of higher degree students. Fourthly, they took some extra-mural advice using their subject sub-committees, in effect drawing on a system that comprised approximately a dozen academics and which regularly reviewed universities. Fifthly, they invited the learned societies and colleges to contribute, although all of those stated that it was a doomed enterprise and refused to have anything to do with the task.
As a consequence of assessment on these parameters, university departments were judged as "outstanding", "above average", "average" and "below average", and allocated funds were weighted to these categories. The process of final decisionmaking is not detailed by the Chairman and we must be suspicious that the British delight for subjective opinions in a committee room filled with cigar-smoke and rhetoric may have held sway. The Chairman suggested that he no longer expects the learned societies to be so reluctant in the future to contribute to the process, now that they know that the UGC will carry such a process through, and that they may, in fact, help the UGC in the future to achieve an even better result.
The message is clear: if the specialist colleges elect not to offer a view in such peer assessments they will be ignored, and regarded as irrelevant in defining standards of excellence.
Sir Peter argued that while monitoring and appraisal is going to be more of a fact of life than it has been, it is really nothing new for academics whose research activities have been examined for decades by tenure and promotion committees, and who submit papers to learned journals whose function it is to assess research quality. Peer review, he suggests, is the stuff of academic life.
The UGC procedure itself has been subjected to evaluation. Gillett [9] has criticized the UGC for not choosing to reveal the criteria it used, in adopting sampling procedures that favoured larger departments and in adopting "problematic indirect indices" of research performance after failing to include "the most valid indicator of research performance, namely, actual research output". Gillett noted that none of the UGC measures has ever been validated in a well-controlled, independent study. To test their utility, Gillett examined all psychology departments graded by the UGC, in terms of (defined) publications during 1984-85, and by deriving an "overall contribution to psychological research" by dividing the aggregate citation impact values of the articles by the total number of lecturing and research staff. Gillett established that the UGC rating system had approximately zero validity in that ratings were unrelated to the quantitative or qualitative measures of research, and that ratings related only to departmental size which itself was unrelated to research performance.
I have detailed the UGC procedure and a recent critique to suggest that unless the research community or its advocates derive appropriate measures of evaluation or monitoring, other measures may be imposed that lack validity and soundness.
If it is accepted that research is going to be increasingly monitored, we need next to consider the potentially unstable period, when individuals, disciplines and institutions failing to demonstrate a weighting to research or a significant track record will go or be put down, while those with contrary characteristics have the potential to improve their place in the sun.
In such a situation, psychiatry has some vulnerability and some potential strengths. Firstly, in terms of vulnerability, we are clearly low in the medical research hierarchy and, therefore, must expect the trampling of many feet. Secondly, as a research discipline, psychiatry suffers in competitive situations, because of the nature of its clinical base. In recent years, basic science disciplines have had a success rate of nearly 50% in project grant submissions to the NH & MRC, a similar success rate to medical and surgical specialities that have had a clear basic science orien-tation. Psychiatry, by contrast, has had a success rate of about 20%, not dissimilar to other clinical disciplines such as paediatrics and obstetrics. Kalucy [ 101 has explored a number of reasons for this disparity, which largely reflect the difficulties of researchers in the clinical disciplines achieving the precision of measurements and experimental design that can be achieved in laboratory-based disciplines. But, additionally, there is a general problem in that co-assessors of science agree with each other to only a slight to moderate extent, and with agreement being lower in clinical disciplines such as psychiatry than in the basic sciences. Such a phenomenon means that psychiatry is much more vulnerable in acompetitive situation, unless it has advocates who can counteract these anomalies or unless its researchers recognize the order of difficulty and modify their approaches and protocols, as well as working harder at pre-empting the inherent weaknesses. I believe we are now seeing evidence that most of these strategies are in hand. In Australia, our representation at NH&MRC has increased numerically and established respect, while the MRC (New Zealand) has both sought and been responsive to the nuances of psychiatric research. Feedback from these bodies indicates that many of the best protocols coming from the clinical science disciplines, in terms of methodology, statistics and related issues, are coming from psychiatrists, so that our previous sensitivity to working in a "loose" discipline may well have hardened us and made us more aware of the tenets of science.
But rather than merely improving protocol preparation, we need to forward plan and develop some preemptive strategies. Let me list a few possible options.
First, there is a quasi-political approach -documenting the widespread psychiatric morbidity in the community, its attendant costs, the general utility and usefulness of research and intervention -with our advocates taking such submissions to government and other instrumentalities. While of some general assistance, in informing and defining issues of some relevance, such documents are generally received without any active response, being viewed either as special pleading or too general, with the recipient government body selecting the appropriate reason for disinterest.
Secondly, we could document our past and current research successes. While the illustration of Cade and lithium carbonate leaps to mind, reaching back to the glories of the 40's appears a little hollow. Clearly, we need a comprehensive list, with a clear statement as to how such indigenous contributions have contributed to clinical standards, to costs, to morbidity and to prevention. Citation analyses can assist this endeavour by isolating work that has attracted international recognition within the research community. An example is a paper published in the Lancet by Roger Bartrop [ 1 11 detailing significant depression of T cell function in bereaved widows, a finding replicated subsequently and shown in separate studies to have relevance also in patients with anxiety states and endogenous depression. The original paper has received a large number of citations in the last five years and is now regarded as a definitive reference. Citation analysis is therefore useful in generating a list of seminal research work.
Thirdly, we need to establish that regional research is in a growth phase, that it has depth and quality, and that it has achieved international recognition. I have examined citation numbers in annual copies of the Social Citation Index and Social Science Citation Index for the region's 12 most highly cited psychiatrist researchers. For the three most senior in age (all migrants to Australia), most of their citations refer to research papers written before they migrated. For the next six (three being immigrants and three indigenous researchers), the citations refer rather equally to research undertaken within and external to the region. The three youngest researchers, all indigenous, undertook the majority of their research work in the region. For the whole group, citations over five-year periods rose progressively, being 515 in 1966-70, 1105 in 1971-75, 2524 in 1976-80 and 4619 in 1981-85 , with the percentage contribution by indigenous researchers rising progressively from 30% to 88% of total citations over that period. Much of the general growth in citations merely reflects the necessary lag between research being published and subsequently referenced, as well as the necessary apprenticeship of a researcher but, even after estimates are made for such factors, a distinct growth pattern is evident. Additionally, the emergence of highly cited indigenous research can be observed in those data. Up to the end of the seventies, with only a few exceptions, our most cited researchers and their cited papers were imports. Presumably, those academic psychiatrists were imported to promote, in part, a research cottage industry, and their success in achieving that objective is noteworthy.
Such an interpretation might appear at variance with data I reported [12] on publications by regional psychiatrists over the period 1978-84 where a fairly consistent number of publications over each year suggested that "new" researchers were balancing established researchers who had ceased publishing during the defined period. The latter data, however, attended to a relatively brief interval and reflect publications by the whole research community. By widening the interval and limiting examination to high-status psychiatric journals (i.e. American Journal of Psychiatry, Archives of General Psychiatry, British Journal of Psychiatry, Psychological Medicine), a possible explanation emerges. In the interval 1971-72, an average of nine papers/year were published in those four journals, identical to the average for the next interval (1978-84) but considerably less than the average of 17/year in the final interval . Such figures, together with the citation data, suggest a recent increase in high quality psychiatric research within the region, reflected domestically in the pattern of research papers in the Australian and New Zealand Journal of Psychiatry (yearly averages of 9, 12 and 17 respectively) but not in research papers published in most other journals examined (e.g. Medical Journal of Australia, Acta Psychiatrica Scandinavica, British Journal of Medical Psychology).
Fourthly, we need to build for the future. A research orientation, a respect for research, and research as a career option should be encouraged. At the moment, the committed researcher is operating in a largely sanction-based field: almost invariably based in a university or in a research institute, his salary will necessarily be lower than most of his colleagues and, if he has rights of private practice, then any time spent in research activities is, in effect, a loss of such earnings. Additionally, we need to be able to determine predictors of the future researcher so that the right people are encouraged and supported, as has occurred in North America [5] .
Fifthly, we should consider the co-ordination of research endeavours which proceeds currently in a rather laissez-faire manner. Research institutes have evolved for a number of reasons, departments of psychiatry vary in terms of the emphasis they place on research and, more importantly, in the fields of research that are encouraged or discouraged. While such a situation of diversity has advantages, most particularly to the institutions and to the individual researchers, there are grounds for a debate as to what degree such flexibility should be encouraged and to what degree designated research objectives should be set, either at a College level or by any other group. For example, a clear trend for deinstitutionalization in public psychiatric service delivery is observable. It is a unique opportunity to examine whether the systems being put in place provide higher quality care or have any greater efficacy than the ones they replace. Patients most likely to be affected by this process are those with chronic schizophrenia, a condition that is attracting increasing research and therapeutic optimism as claims about the efficacy of family therapy, psychoeducation and social skills training are put forward. Thus, the timing is ideal to examine whether the broad processes of deinstitutionalization, as well as the offered treatments or absence of treatments, have any effect on outcome. Such research is unlikely to be initiated by health departments and, under our present system, relies entirely on the researcher making an ad hoc decision to study or ignore such an issue. An alternative would be for the College to state that this (or any other similar issue) is one of great moment, to define research objectives, to encourage researchers to engage in the contract work, and to encourage governments and health departments to support such an endeavour.
The good news then is that we should not fear the bad news of monitoring and evaluation, for regional psychiatric research can demonstrate a solid track record. There is a need, however, to prepare for the debate on evaluation and monitoring, and to consider mechanisms for more socially responsible research, endeavours which might well occur collaboratively with governments.
